The Malmo double-contrast barium enema (Welin 1958) gives the most reliable radiological evidence of the earliest mucosal changes in ulcerative colitis (Welin & Brahme 1961) .
The instant enema is a modification of Welin's technique, for use in patients suffering from proctocolitis. It was devised in order to give the clinician immediate information as to the extent of the mucosal lesion seen sigmoidoscopically. No preparation is given; in this way the patient is saved discomfort and the f;cal distribution in the colon is not disturbed.
Method
The patient comes to the X-ray department directly from out-patients. The procedure is explained and the patient asked to report any pain or discomfort. A plain film of the abdomen is taken in the prone position. Next a soft rubber catheter is inserted into the rectum; barium (a 1:1 mixture Micropaque and water) is run in as far as the proximal part of the transverse colon or as far as the patient will tolerate without discomfort. The barium is then allowed to run back from the catheter into a receiver placed between the patient's thighs, until drainage ceases. A Higginson's syringe is attached to the catheter and air pumped gently into the colon while the patient is rotated completely, first on to the right side, then on to the back, on to the left side, and finally into the prone position. The extent of filling is briefly checked under the screen.
The insufflatioh can be repeated, provided that it is not uncomfortable. After the catheter has been removed, three films are taken: a prone film which includes the rectum, a left lateral film and, with the table in the erect position, a postero-anterior film using the under-couch tube. The manipulations must be as gentle as possible and are stopped if the patient complains. Even if it is necessary to stop the flow of barium before the colon has been adequately filled, gentle air insufflation is still carried out, since in some patients air is better tolerated than fluid.
The Films
The plain film of the abdomen (Fig IA) shows the disposition of fames in the colon before they are disturbed by fluid or air. The value of this film can hardly be exaggerated. It gives evidence of fecal stasis (Lennard-Jones et al. 1962 ) and may show dilatation, polypoid changes already outlined by colonic gas, and thickening of the bowel wall (McConnell et al. 1958) .
The prone film with contrast ( Fig 1B) shows the mucosal pattern of the rectum, pelvic colon, and often the rest of the colon as well. It also shows the haustral pattern.
The left lateral film (Fig 2A, B) shows the relationship between the rectum and sacrum. The distance between them is often increased in ulcerative colitis and may decrease during remission.
The erect film (Fig 3) shows the flexures, transverse colon, and the cmcum. When the patient stands up to have this film taken, the air in the bowel distends the flexures so that they are easily seen, and sometimes allows barium to drop into the cvcum so that it is outlined better than in the prone film. One important feature of this examination is that it can be repeated after a short interval of time so that the chronological progress of lesions can be assessed after a course of treatment. Irradiation is kept as low as possible by using high kilovoltage, fast screens and films, by reducing screening time to a few seconds and by not repeating unsatisfactory films.
Results
Thirty-three patients have been examined. The films of 3 were regarded as normal. In 29 of the 30 abnormal cases, barium passed high enough to demonstrate a proximal limit of the mucosal lesion. The other patient complained of discomfort and the examination was stopped after only the sigmoid colon had been outlined.
In most patients who have been examined there has been some residual fees in the colon. If the right side of the colon is heavily loa , it is sometimes impossible to persuade the barium to enter the ccum. The presence of ftces is not so much of a problem as was at first t ?hUght since it is the empty part of the colon which has the mucosal lesion, not the part which contains fieces. When the whole colon is involved the right side is usually empty and this technique provides good films ofthe whole colon.
Patients tolerated the examination well except the one in whom discomfort prevented adequate filling. In general, patients preferred this to a formal examination, and agreed that they would not mnind having it repeated.
Since filling is stopped when there is discomfort, it is interesting that in all cases except one barium had passed beyond the lesion. The proximal extent of the mucosal lesion is shown in Fig 5. ship in a patient with a regional distribution. The rectum is normal but the descending and transverse colon show grosspolypoid changes with ulceration shows the extent to which barium outlined the colon in 33 cases. In patients with ulcerative colitis there is little resistance to retrograde filling of the pelvic colon. This is probably due to the functional abnormality of the diseased segment and explains not only the usefulness of the instant enema but also the higher penetration of retention enemata described by Matts & Gaskell (1961) . This method is quite unsuitable for the detection ofisolated anatomical lesions for which the Malmo technique withfullpreparation is essential. For many years the standard method ofexpressing the effectiveness of surgical treatment of cancer of the rectum has been the crude five-year survival rate. Little, however, is known about the effects of treatment over longer periods of time. The five-year survival rates of the St Mark's Hospital series of cases of rectal cancer have already been published (Dukes 1957 , Dukes & Bussey 1958 , Bussey et al. 1960 ). The series is now sufficiently large, and has been studied for long enough for more extended survival rates to be prepared.
During the twenty-five year period from 1928 to 1952, 2,083 patients survived operations for the removal of a malignant tumour of the rectum. For simplification, cases with multiple cancers of the large bowel, whether synchronous or metachronous in nature, have been excluded. The operations included a few local excisions but the great majority were excisions of the rectum by the perineal, perineo-abdominal or synchronouscombined methods. Although the operability rate was less than 50 % at the beginning of the period, it had risen by 1952 to over 90 %, the overall figure being 72 5 %. Thus this group of patients represents about three-quarters of the total cases seen during a twenty-five year period. Not all the operations could be considered to be curative for in 115 %, or about one in nine, it was thought that there was incomplete removal of either the primary growth or its metastases. These operations were considered to be palliative only.
All the 2,083 patients had their operations at least ten years ago and half of them twenty years ago. Only about 1 % of the group was lost to follow-up and these patients were considered to have died in the year during which the last news of them was obtained. The crude survival rate of the 2,083 patients has been calculated for periods of five, ten, fifteen and twenty years, the results being shown in Fig 1. Of each thousand, 483 were alive at the end of five years. The figures for ten years and fifteen years are 344 and 247 respectively, finally falling to 178 after twenty years. That is, nearly half survived five years and almost one-fifth twenty years out of a group whose average age at the time of operation was about 60 years. These results are impressive but they give no direct information about recurrence or its effect on survival. Nor do they tell the surgeon in what proportion of patients his efforts were successful in curing the patient of the disease. The reason for this is that the crude five-year survival rate is obtained after deduction of all deaths within the period, whether these were due to cancer or to other causes. Until these two factors are separated little more can be learned about the incidence of recurrence. This problem was recognized thirty years ago by some surgeons who tabulated their results under such headings as 'dead from cancer', 'dead from other causes', 'alive free from cancer' and 'alive with recurrence'. The 
